INTRODUCTION {#sec1-1}
============

Depressive disorder is characterized by depressed mood, decreased energy and loss of interest in previously pleasurable activities. The somatic symptoms consist of lack of emotional reactivity, anhedonia, weight loss, terminal insomnia, psychomotor agitation or retardation, decreased appetite and marked loss of libido.\[[@ref1]\] Worldwide studies have shown depression to be twice more common in women than men.\[[@ref2][@ref3][@ref4]\] The prevalence of female sexual dysfunction in western countries is reported to be between 17% and 55%.\[[@ref3][@ref5]\] The high variability of the prevalence rates may be due to the different methods used in the studies-self rated or observer rated questionnaires, different tools used for assessment and the cultural differences in reporting sexual dysfunctions amongst women in different countries. Hardly any studies are available on sexual dysfunction in drug-naive depressed population. Hence, the prevalence of sexual dysfunction in women with depression is not really known.

In 1998 American foundation of urologic disease international conference modified the DSM IV criteria for female sexual dysfunction by suggesting sexually related personal distress before the manifestation of sexual dysfunction.\[[@ref6]\] Lauman *et al*. in 1999 in United States studied data reported from the National health and social life survey conducted in 1992 on 1749 women aged 18-59 and found 43% with sexual dysfunction.\[[@ref7]\] Reporting on a sample of 703 viennese women, using a questionnaire designed specifically for the study, Ponholzer *et al*. observed somewhat similar results.\[[@ref8]\] Approximately 22% had low-sexual desire; 35% had arousal problems, 39% reported orgasmic difficulties and sexual pain disorders were reported by 12.8% of the sample. Age proved to be a substantial risk factor for increased rates of female sexual dysfunction. The Women\'s International Study of Health and Sexuality (WISHeS) was conducted in 1999 and 2000 via mail survey and personal interview on a large cross-sectional database of 4,517 women aged 20-70 years using validated self-report questionnaires, the profile of female sexual functioning (PFSF) and the personal distress scale (PDS)\[[@ref3][@ref9][@ref10]\] in 5 countries. The women from the USA, UK, Germany, France, and Italy were included. Dennerstein *et al*.\[[@ref11]\] reported on the prevalence of hypoactive sexual desire disorder (HSDD) in menopausal women from the four European countries. The PFSF desire scale were used to identify those individuals with low desire, while scores on the PDS determined women with high manifest distress. The sample was partitioned into premenopausal women, surgically menopausal women aged 20-49, surgically menopausal women aged 50-70, and naturally menopausal women. Rates of low sexual desire were 16%, 29%, 46%, and 42%, respectively. When distress levels were factored into determining cases of HSDD, the rates became 7%, 16%, 12%, and 9%. Contrast result was reported by Fugl-Meyer and Fugl-Meyer\[[@ref12][@ref13]\] on a Swedish sample, one-third indicated they suffered from low desire, but of that only 43% were distressed by it. The estimate of HSDD in that sample was 14%. Using the same database, Hayes *et al*.\[[@ref14]\] analyzed the data looking at the relationship between HSDD and aging. Rates of low desire progressed from 11% among 20- to 29-year-old to 53% among women in the, 60-70 age group among Europeans and from 22% to 32% among comparable American samples. In both samples, there was a definite increase in rates of low sexual desire associated with age. Concomitantly, the nature of the relationship between age and distress was inverse, falling from 65% to 22% among Europeans, and 67-37% across the age range among American women. This disordinal relationship between low sexual desire and sexual distress resulted in a nonsignificant relationship between age and HSDD across the age range, with prevalence estimates ranging from 6% to 13% in Europe, and from 12% to 19% in the United States. Using the WISHeS dataset, Graziottin\[[@ref15]\] estimated the prevalence of desire, arousal and orgasmic disorders based upon PFSF and PDS case definition criteria. She observed a significant inter country variation, with the highest rates of dysfunction in Germany and the United Kingdom and the lowest rates in Italy and France.

The ELIXIR conducted in France with 4557 patients of depression in 2003 showed the prevalence of disorders of sexual function was 35% for self-reported problems and 69% for problems identified by physician\'s questioning. A high score on the Arizona Sexual Experience Scale (ASEX) (mean overall score of 21.4) was seen. Frequency of sexual dysfunction was somewhat higher in patients treated with antidepressants than in untreated patients (71% and 65% respectively). Treatment with tianeptine was found to have lower incidence of sexual dysfunction than with tricyclic antidepressants or with selective serotonin reuptake inhibitors.\[[@ref16]\] Various treatment modalities are available for female sexual dysfunction which include information and education about sexual intercourse, enhancement of stimulation by use of vibrators and masturbation, encouraging erotic and nonerotic fantasies, pelvic floor contraction and relaxation exercise, recommendation of sensual massage and sensate focus massage where the partner provides sensual message to nonsexual areas, use of testosterone for desire disorders (300 mcg trans dermal patch not approved by Food and Drug Administration \[FDA\]) has shown improvement in patients receiving hormone therapy. Topical and systemic estrogen had shown improvement in postmenopausal desire disorder. Another treatment option is the Eros Clitoral Therapy Device used for arousal disorder. The device is FDA-approved and is designed to improve arousal by increasing blood flow to the clitoris with gentle suction. Cognitive behavior therapy is used for orgasmic and pain disorder.\[[@ref6][@ref17]\]

A few Indian studies are available on sexual dysfunction.\[[@ref18][@ref19][@ref20][@ref21]\] Kar and Koola\[[@ref21]\] conducted a postal survey among English-speaking persons from a south Indian town. They found orgasmic difficulties in 28.6% females, 40% of females had never masturbated. Avasthi *et al*. in 2008\[[@ref19]\] conducted a study on 100 consecutive women attending the Department of Pediatrics for the care of noncritical children in a tertiary care teaching hospital in Chandigarh. They found 17% of the subjects encountered with difficulties in the form of headache after sexual activity (10%), difficulty reaching orgasm (9%), painful intercourse (7%), lack of vaginal lubrication (5%), vaginal tightness (5%), bleeding after intercourse (3%) and vaginal infection (2%). 14% subjects attributed these difficulties to their own health problems; further lack of privacy (8%), spouse\'s health problems (4%) and conflict with spouse (4%). None considered their sexual difficulty significant enough to demand a thorough clinical assessment.

A study done in Vellore (2009) by Singh *et al*. found 77.2% in desire domain; arousal 91.3%, lubrication in 96.6% orgasm 86.6% satisfaction 81.2%% and pain in 64.4%. Kalra *et al*.\[[@ref22]\] A study done on elderly both male and female found 72% were sexually active below 60 years and 57% above 60 years. Above 50 years, 56.6% of women had stopped sexual activity due to various reasons when compared to men which was only16.6%.

Functional brain imaging studies BOLD and fMRI had shown healthy women had activation of middle occipital gyrus, middle temporal gyrus, inferior frontal gyrus, insula, hypothalamus, septal area, anterior cingulate gyrus, parahippocampal gyrus, thalamus, and amygdala by erotic visual stimulation. In comparison with the healthy women, the depressive women gave lower activity, especially in the brain regions of the hypothalamus, septal area, anterior cingulate gyrus, and parahippocampal gyrus.\[[@ref23]\]

There is a need to explore the sexual functioning of women with depression as one part of sexuality is that it helps in developing intimate emotional and physical relationship to another person and this relationship may serve as a buffer against life stresses.\[[@ref24][@ref25][@ref26]\] DSM 5 has included changes in premenstural dysphoric disorder. DSM 5 has suggested subtype of female sexual dysfunction into early onset (life long) and late onset (acquired) and has suggested specification like.

Generalized versus situationalPartner factors (partner\'s sexual problems, partner\'s health status)Relationship factors (e.g. poor communication, relationship discord, discrepancies in desire for sexual activity)Individual vulnerability factors (e.g. poor body image, history of abuse experience) or psychiatric comorbidity (e.g. depression or anxiety)Cultural/religious factors (e.g. inhibitions related to prohibitions against sexual activity).

There is also a need to redefine and reconceptualize different components of female sexual dysfunction (desire, arousal, orgasm, vaginismus and pain) as they underlie various aspects of women\'s sexuality.\[[@ref27]\]

MATERIALS AND METHODS {#sec1-2}
=====================

A cross-sectional study was done following institutional ethical committee clearance and written consent from the subjects. They were informed about the survey and were interviewed by lady doctor. Adequate privacy and confidentiality was ensured. Subjects both in study and control group were initially found to be hesitant and shy but once rapport was established they spoke freely about their sexual function. Subjects who were not comfortable were interviewed in subsequent sessions. They reported that no doctor had earlier enquired about their sexuality. It was not a self-reported scale as the dysfunction might had been over reported or under reported. The study group was diagnosed to have depressive disorder (mild, moderate or severe) for a duration of 6 months to 1-year according to ICD 10 criteria by a psychiatrist.

Cases *n* = 30.

Inclusion criteria {#sec2-1}
------------------

Female patients with untreated depressionGiving written informed consentMarried and completed 18 yearsStaying with husband for the past 1-year and sexually activeCompleted class 7.

Exclusion criteria {#sec2-2}
------------------

Not giving consentStaying with husband, but sexually inactive in the past 1-year due to cultural taboo or other reasonsPsychotic symptoms, mental retardationHusband having male sexual dysfunction.Control *n* = 30.

Inclusion criteria {#sec2-3}
------------------

\(1\) Female relatives or accompanying person who came to the hospital with the patient who had given written consent. (2) Married and above 18 years, staying with husband for the past 1-year and sexually active. (3) Completed class 7.

Exclusion criteria {#sec2-4}
------------------

\(1\) Not given written consent (2) Associated with medical co-morbidity like HTN, DM or other illness, (3) Sexually inactive in the past 1-year, (4) Husband having sexual dysfunction, (5) Subjects who had overlapped symptoms scored more than 7 HAM D scale.

Tools {#sec2-5}
-----

Hamilton Depression Rating Scale (HAMD --17 item)\[[@ref28][@ref29]\]Female sexual functioning index (FSFI)\[[@ref30][@ref31][@ref32]\]Arizona sexual experience scale for female.\[[@ref33]\]

Hamilton Depression Rating Scale (17 item) -- used for assessment of depression in study group. Subjects who score more than 7 in control group were excluded. The scoring of HAMD 17 item was applied for assessment.
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In the study the mean score of HAMD was 19.13 in the population under study.

Female sexual functioning index--has 19 questions with 6 domain-desire (2 questions), arousal (4 questions), lubrication (4 questions), orgasm, satisfaction and pain (3 question each). Evaluates sexual functioning in the past 4 weeks.

Total score below 26.55 denotes sexual dysfunction. Cut off for different domains are as follows.

![](IJPsy-57-242-g002.jpg)

It is a 5 item scale with 5 domain -- sex drive, arousal, lubrication, orgasm and satisfaction following orgasm. Evaluates sexual functioning in the past week including the day of interview.

A total ASEX score of ≥19, any one item with a score of ≥5, or any three items with a score of ≥4 would have sexual dysfunction.

RESULTS {#sec1-3}
=======

After statistical analysis using SPSS for windows software, descriptive statistics and contingency co efficient analysis the following was obtained -- ASEX-F was found to be better than FSFI and co-related with HAMD 17 item scale which was further proved by stepwise multiple regression.

*P* value was considered significant if values are ≤ 0.05.

Tables [1](#T1){ref-type="table"} and [2](#T2){ref-type="table"} shows sexual dysfunction was significant with 70% in study group compared to 43.3% in control.

###### 

FSFI\*group cross tabulation
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###### 

Symmetric measures
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The [Table 3](#T3){ref-type="table"} shows female sexual dysfunction is not significant in individual domain except desire.

###### 

Each domain score
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Tables [4](#T4){ref-type="table"} and [5](#T5){ref-type="table"} shows ASEX-F was significant in determining sexual dysfunction 73.3% in study group compared to 20% in control.

###### 

ASEX-F
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###### 

Symmetric measures
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The [Table 6](#T6){ref-type="table"} shows significant dysfunction in all domains as compared to control. 43.3% in sex drive, 50% compared to 6% in arousal, 43.3% compared to 6.7% in lubrication, 53.3% compared to 6.7% in orgasm and 56.7% compared to 6.7% in the study group and control group respectively.

###### 

Each domain score
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[Table 7](#T7){ref-type="table"} shows that although the overall FSFI score did not co-relate with HAMD individual domains desire, lubrication, orgasm and satisfaction were significant \[[Figure 1](#F1){ref-type="fig"}\].

###### 

FSFI to HAMD-crosstabulation in sexual dysfunction in the study group

![](IJPsy-57-242-g009)

![Depiction of dysfunction in various domains of FSFI](IJPsy-57-242-g010){#F1}

[Table 8](#T8){ref-type="table"} shows correlation of HAMD and various domain and total ASEX-F % in the study group. Overall scores were significant as well as arousal, orgasm and satisfaction were significant.

###### 

ASEX-F to HAMD

![](IJPsy-57-242-g011)

Comparing both FSFI and ASEX-F with HAMD significant impairment was found in orgasm and satisfaction co-relating with HAMD scale.

Sociodemographic pattern {#sec2-6}
------------------------

### Age {#sec3-1}

Age was divided into four subgroups

18-2526-3536-45 and 45 + years.

The age group was cross-matched with cases and control \[[Table 9](#T9){ref-type="table"}\].

###### 

Socio demographic pattern of case and control group

![](IJPsy-57-242-g012)

The study group data suggested early onset of sexual dysfunction in the domain of drive, arousal and satisfaction in 18-25 years group on the setting of depression compared to the control. The sex drive domain was 100% in study population to 0.0% in control group. In the study group difficulty in lubrication and orgasm started at earlier age group (26-35 years) as compared to control.

### Education {#sec3-2}

Both the study group and control were class VII completed. No significant pattern found in co-relation to education.

### Demographic data {#sec3-3}

About 60% were from urban background in the study group and approximately 73% in the control group no significant correlation between the pattern of dysfunction was found.

No relation was found in terms of sexual dysfunction to education, demography and foreplay (hug, kiss, touch) prior to sexual intercourse between the cases and controls. Although 6 in the study group reported that they wanted their husbands to do foreplay prior to intercourse.

DISCUSSION {#sec1-4}
==========

This study was done on 60 female subjects to find the prevalence and symptom profile pertaining to sexual dysfunction in drug naive depression. The study showed that there was a high prevalence 70% in study group compared to 43.3% in the control group according to FSFI scale and 73.3% in study group compared to 20% in control according to ASEX-F group scores overall. Age matched control group showed (18-25) years 100%, (26-35) years 88.9%, (36-45) years 83.3%, 45 years and above 25% in cases compared to 0.0%, 11.1%, 16.7%, and 14.28% in controls respectively considering the overall score in ASEX-F. The study showed that though age did not have much significance in the individual domain between the study and the control group, there was an early age of onset of female sexual dysfunction in women with depression when compared to the control, and the dysfunction started as early as 18 years of age in study group compared to the control.

Two subjects with depression reported that although they loved their husbands emotionally, during the present episode of depression they were filled with rage when their husbands touched them. This hampered their sexual functioning, acted as a vicious cycle for interpersonal conflict and further increased their depression. One subject in the control group aged 55 years reported that though she had a desire she was not performing sexual relation from the past 8 years as advised by an astrologer for the well-being of her son. These three subjects were dropped out of the study as they did not fulfill the inclusion criteria. One subject, government employee, 55 years reported that she hardly made love with husband although she had a desire as she had to share a room with her grand-children which was one of the causes of depression. Some subjects with depression were excluded from the study reported of no sexual activity due to old age, children grown older, lack of privacy or husband\'s infidelity. There were also the unavailability of doors with lock in 12 couples' bedroom (8 in cases and 4 in the control group) which inhibited their normal sexual functioning.

Fore-play prior to sexual intercourse was also very minimal in these population-6 in the study group and 10 in the control group. 12 of the study group and 7 of the control group did not have a separate bedroom with lock.

In the study group one subject with rheumatoid arthritis (RA+) married for 2 years on medication had less sexual dysfunction (score in FSFI -- 21.8, ASEX-17, HAMD 16) One subject with hypothyroidism and one with diabetes mellitus had dysfunction in most of the domains, although their illnesses were controlled by medication. 3 in cases and 1 in control were postmenopausal. They had increased score in pain domain (3.6-4.8 in FSFI and 5 in ASEX-F).

The subjects were inhibited to report of their sexual dysfunction. However, on considerate enquiring they reported they wanted improvement in this area of functioning for the well-being of self and family.

Limitation {#sec2-7}
----------

The sample size was small. However, with small sample we had compared the cases and the control and used observer-rater scale. Sexual functioning in relation to mood changes during menstrual cycle was not taken into account.

CONCLUSION {#sec1-5}
==========

Our study found that there was a severe sexual dysfunction of sexual activity in depression in all domains of female sexual cycle. The study showed sexual dysfunction was 73.3% in study with ASEX-F compared to 20% in control and 70% in study to 43.3% in control group according to FSFI. The study found that there was an early age of onset of sexual dysfunction 18-25 years on the setting of depression. ASEX-F was found a better tool than FSFI in determining the female sexual dysfunction in depression. It also co-related with HAMD for depression. Sexual dysfunction was found very high with HAM D score of 16 and above (76% in FSFI and 80% in ASEX-F). On taking into account all three scales HAMD, FSFI and ASEX-F significant dysfunction was found in orgasm and satisfaction domain of female sexual dysfunction with depression. The study found women with difficulty in sexual functioning in the areas of drive, arousal, lubrication, orgasm, satisfaction and pain both in cases and control when enquired upon in a reassuring manner. Hence, every doctor should dutifully and empathetically assess the female sexual needs and functions ensuring privacy and confidentiality using rating scales which can aid in treatment and drug selection. If asked, assessed and addressed regularly, women will feel less hesitant and report more freely.
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